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% (BACH DEFICIENGY MUST BE PRECEDED BY FULL CORRECTIVE ACTION SHOULD BE'!E mﬁ%
“TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG c&'m’mwmm
'F 000 INITIAL COMMENTS F 00| This Plan of Correction is submitted as
' required under State and Federal law.
On December 7, 2010 the annual recertification The facility's submission of the Plan of
‘and investigation plaint 4268 Correction does not constitute an
m No mﬁﬁiﬂmm m‘l:dw;s admission on the part of the facility
mmm : that the findings cited are accurate,
F 157 | 483.10(b)(11 NOTIFY OF CHANGES that the findings constitute a
(IN JUR‘I'%EéUNEfRUOM ETC) deficiency, or that the scope and
. . severity determination is correct.
faciity immediataly inform the resident; Because the facility makes no such
‘:mmugv%u%g tosident's phwm?:e and if admissions, the statements made in
known, nottly the resident's legal nepresemtotive the Plan of Correction cannot be used
ot an interested family member when there is an against the facillty in any subsequent
aceident invalving the mm::ﬂ which results I%ian _ administrative or civil proceeding.
injury and has the potential for requiting phys : _ o -
nterysnton; 8 slficant change in the residents | |- | ) Residents £5's Physiolat 2 oo 1 w
Hoatnal ) tal ' ol sstad = responsible party was notified on 9/13/10 »,
atprombon in ﬁ:;m ental “W& by the Assistant Director of Nursing. No
d ' a o adverse outcome noted.
status in either fife threatening canditions or
mﬂm (e, a nse]é: to-ms:ntlnue an ‘ 2) Residents have the potential to be af-
existing form afw due 1o advarce fected by the citation. No residents werc
or ﬁ commence 8 new form of identified to be affected by this.
freatmant); or a decision to franefer or discharge . _ .
idant foifity as specified 3) An in-service on “Abuse Prevention and
mﬂm from the & = Event Management Policy and Procedure™
) J for reporting events to the Physician and
promptly notify resident the responsible party, documentation re-
::: fi??u‘l“gumnu:hte. WWI ;qx:gnm quirements of notification and use of noti-
or iﬂm i'hm&y member when there is g fication checklist was conducted by the
changa in mom of rommate assignment as Administrator and/or Director of Nursing
specified In §483 - change i for licensed nursing and certified nursing
resident hl;mg m;;( ;ﬁg; Siate h\lﬂ or assistants on 12-3- 1':0 and completed on
lations as specified in pamg 12-9-10). Licensed Nurse assigned to the
mmas " e (i of resident will complete the notification
] checklist prior to leaving shifl.
ifity must record perlodically update - | The Director of Nursing implemented a
Eﬂgg& and phone %w of the m;uent's notification checklist on 12-09-10 that
legal representstive of Interasted family member. ‘Ivzi[]}afﬁ)omplmd on all events starting |
LABOR DIRECTORE OR mwam FIGNATURE TE / T
saiell l/ffa’if Wi / 52{ MW&% 714
Any defislency staféiént ending with an asterisk (%) dancies a hich the inafiition may e exsysed fom comecting POV 3 i3 gowmin
mmg&mm' pratection o the patients, (See instructions.) Exgept for nursing homes, tha findings stated above are discosable

h!lmﬁm&emﬂwmeymmﬂmnrnﬁaphmufmmﬁmhmm.
days followiny the date these decuments ate made avaliabie ts the fasiRy,
grogrem participation, .
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| Alrway Obstruction,

Interview with the Assistant Director of Nursing

This REQUIREMENT is not met as evidenced

by:

Based on medical record review, chservation,
and interview, the facility failed to timaly notify the
attending phyeician and respansible party of a fall
gﬂ one resident (#5) of sixteen residents

The findings included:

Retident #5 was originally admitted fo the facllity
on November 30, 2004, and readmiited on ]
Septemnber 22, 2010, with disgnoses including
Cardiovascular Aceident (Stroke), Renal Faiture,
Hemangioma, Congestive Heart Fafiure,
Hypartensicn, Anemia, Anorexig, and Chronic

Medical record review of the facllity investigative
report and nurses notes revealed the ragident
exparienced a fall without injury on S8eptember
10, 2010, at 4:20 p.m.; continued raview revealed
the resident's physician and responsible party
uzvgs not notified of the fall until September 13,

10,

Observetion on December 5, 2010, at 12:40 p.m.,
in the dining room, revealed the resident sitting n
a wheelchair eating lunch and talking with another
resident at the table.

(ADON), and Dirastor of Nursing (DON) in the
DON's Office on Decamber 7, 2010, at 8:50 am.,
corifirmed the facility failed to notify the attending
physician and responsiiie parly of the resident's
fall occurring on September 10, 2010, undil
September 13, 2010, (three days later).

1

1

Nurse will audit notification checklists for
responsible party and physician
notification on all events daily times 7
days then five times & week times | month
then 3 times a week for 2 months and/ or
100% compliance. Results of this audit
will be reviewed by the Quality Assurance
Committee. Members of the committee
are the Administrator, Director of Nursing,
Medical Director, Human _Resources,
Rehab Director, Medical Records. Social
Services, Dietary Manager, Minimum Data
Set RN, and Activity Director.
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yID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
é’é“m {mcﬁnmmwmmaemmnwm PREFIX _ {(EACH CORRECTIVE SHOULDBE °°"Bp'f€
TAG ‘REGULATORY OR LSC IDENTIFYING INFORMATION) 1AG CROSS-REFERENCED 'ro;n“ie APFROPRIATS A
F 514 | 483.76())(1) RES ere : F 514 1) Resident #4 immediately had a dental \Z\Q\\
=0 EECORDS-CGMPL AECURAIE 8siB assessment performed and documented by
the Director of Nursing on 12/5/10. Results
z Y he assessment were reported to the
The facility must maintain cinical recarde on each oft . M
coorda ith noeapted professi POA by the Social Service Dircclor on
;ﬂ%ﬂ;‘tﬂlg:nd Pm?i‘:swﬂ?ut are mmgeta ol 12/5/10 and to the physician by the Assis-
i ented: ! tant Director of Nursing on 12/5/10. No
Bmm,}i aupchosnsis readiy scoessboie; And adverse outcome noted,
ayatematically organized.
contsin suffidle 2) All residents had dental assessments
mm m:;m“f;uga Mﬁ:ﬁ a m:;rd of the performed on 12/5/10 by the Director of
resident's assesamentz; the plan of care and Nursing, Assistant Director of Nursing and
A debyody the Minimum Data Set Nurse.
sapvices provided; the results of any
:ﬁdmm;m r;ﬁn ing conchuted by tha State; 3. An in-service was conducted by the Di-
' rector of Nursing and /or Registered Nurse
' , Supervisor for licensed nurses how 10 per-
REMEN ; idonced form dental assessments and documenta-
Ily.l-ts REQU' T ininct met g3 evila tion requirements, and certified nursing as-
ga'sed on medical record review, obhsarvation sistants on reporting problems with teeth
and intérview the facility falled o muintain an or dentures to the nurse for follow up as-
accurate and complete medical record for one sessment to be done and documented on
resident (#4) of sixteen residents reviewed. 12-5-10 and completed on 12-9-10.
The findings included: 4) The Director of Nursing and/or Regis-
tered Nurse Supcrvisor will verify accura-
Resident #4 was sdmitied to the faciity on cy of all dental assessments weckly times
Noverber 30, 2004, with diagnoses includi 4 weeks then monthly times 3 months and/
Azheimer's dmé Dementia, Paralysie Anggm!; or 100% compliance. Results of audits will
(Parkinson's m) mm Affective be reviewed at the Quality Assurance
: . mecting. Members of the Quality Assur-
Peychosie, Depressive Discrder, and Dysphagia. ance Committee are the Administrator,
: ; o o S0
Review of dental records dated Aprit 26, 2010 Medical Director, Director of Nursing,
Tendiract ceded) * f‘r » cial Services, Activities Director, Dictary
. meg A 0 appet Manager, Minimum Data Set RN, Medical
. Records, and Rehab Manager.
Medical record raview of the fecliity's quarterly
dental assessments dated July 15, 2010, and
Ootober 8, 2010, revealed the rasident to have
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thres missing upper eeth (#1, #2, #16).
Continued raview of 2 Dental Assessment dated
Qcutober 1, 2010, revealed the asseasment of the
upper teath sectioh ta be blank. '

Obaarvation of the resident's upper front teeth on
December 5, 2010, at 2:00 p.m., in the ragidant's
roor, revealed tooth #10 (upper front lataral
Incisor) was broken at the gum line,

interview with the Licensed Practica! Nurse (LPN)
#1 on December 5, 2010, at 2:50 p.m., In the
Diractor of Nursing's (DONs) ffice confirmed
LPN #1 failed to complets the Ociober 1, 2010,
quatterly dentsl assessment of the residents
upper teeth, :

Interview with the Minimum Data Set (MDS)
Coardinator on December 5, 2010, &t 3:10 p.m,,
In the Director of Nursing's (DONS) office
confirmed the MDS Coondinator completed the
quarterly dental assessments dated July 15,

| 3010, and October 8, 2010, and did not recall a
missing lateral ingisor (£10 - upper front lateral).

Telephone infarviow with the ragident's dentist on
December 8, 2010, at 10:00 a.m,, confirmed the
resident's lateral incigar - footh #10 (uppet front
lateral) wae broken &t the gum line upon the initial
visit with the resident on April 26, 2010,

Continuad interview with the dentist corifimed the
tooth did not need eidracting, ™...unless the tooth
was symptomatio (causing pain) i did hot need to
be extracted; tooth extraction in geriatric residents
can have adverss aide effects or be detrimental
fo the resident...”
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